of about eighteen months, I think she had three attacks, the condition clearing up in the intervals between the attacks. The second was the most acute, and was complicated by pneumonia, from which she recovered. A slight pleurisy occurred in the third attack, which was milder. I do not remember what medicinal treatment was given, but I remember she was kept in bed.
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Dr. EDDOWES (in reply): The lesions are both atrophic and necrotic. In answer to the President, whether "tuberculide " or not, I consider these nodules are the isolated lesions of erythematous lupus. As the patient had some bad teeth, I passed her on to the dentist. I have not found any lesions due to the disease in her mouth. She is getting better without rest in bed.
Twenty years ago I stated that the nodular necrotic cutaneous tuberculidethen often called " folliclis "-was in reality a well-marked isolated lesion of lupus erythematosus, but my view was rejected by several of the leading authorities, and I did not receive any articulate support. Nevertheless I have stuck to my point and reassert the statement with confidence, although the writers of textbooks do not yet see it. A question that awaits an answer is: If this eruption is due to tubercle in the system, why do we not see it oftener in cases of acute general tuberculosis ? I may be asked: If I am right in considering that these nodules are the same as lupus erythematosus, why does the face often escape when the nodules appear abundantly on the limbs ? My working theory is that the disease attacks the face especially and leaves scars behind because of preor co-existing seborrhcea and acne, or both. We have an analogy in lung abscess from tubercle-a double infection. (March 16, 1916.) Recurrent Syphilide simulating Reinfection.
PATIENT, a male, aged 31. He first noticed the primary lesion on the under surface of the penis about May 20, 1915, six weeks after exposure. Upon his first attendance at the hospital three weeks later he exhibited an indurated sore somewhat larger than a sixpenny piece, and associated glandular enlargement of the specific type. He received four intravenous injections of " 606," and left the wards on July 10, attending the out-patient clinic ten days afterwards, when he received an intramuscular injection of mercury, and the chancre was found to have healed. His work then necessitated his departure from London, so he underwent no further treatment, and for several months he was without symptoms. Early in January last he noticed a small spot to one side of and distinct from the original sore, which he states healed in a week's time, but was immediately succeeded by the two larger sores now in evidence, one upon the site just referred to, the other approaching the upper surface of the penis. At the same time there appeared the rounded sore on the left fronto-parietal region, nearly the size of a shilling, and similar sores on the dorsum of the tongue and in the left groin, as well as smaller lesions on the upper lip (1), scalp (2), chest (1), left leg (1), and back (6). There is also a distinct induration under the foreskin. A scar marks the site of the original sore.
DISCUSSION.
Captain MILLS: Is it the chief point of interest that these lesions are supposed to resemble primary chancres ? [Dr. Spence: Yes.] It did not occur to me that an; one of them resembled a primary sore. That on the left frontal region started as a periostitis, subsequently involving the subcutaneous tissues and skin, and then broke down. I have not probed it, but I think bare bone will be found there. A gumma is developing at the point of pressure where the man wears his truss; there are others on the shoulder corresponding with the pressure of his braces. I do not think the tongue lesion resembles a primary sore of the tongue. There is no loss of tissue on the surface, and no actual ulcer. And I also regard the non-indurated sore on the penis as gummatous.
The PRESIDENT: It is common experience in practice to see delayed results from good and appropriate treatment insufficiently administered, and it is likely that this is an inistance of the kind. A continuous administration of the same remedies will undoubtedly cure the patient.
Mr. J. E. R. McDONAGH: This case is especially interesting for several reasons. The initial lesion was a large ulcerating chancre, a type of sore which is often accompanied by no enlargement of the inguinal lymphatic glands and by delayed secondary symptoms. In other words, the call for the production of resisting bodies is minimal; treatmnent with " 606" renders them still less necessary, with the result that when symptoms reappear, they simulate the initial lesion, as they are to all intents and purposes developing on a new soil. The present type of sore on both the tongue and the penis is typical of a chancre, the characters of the chancre exactly simulating the initial lesion. Had the initial lesion left no scar, and had not other sores appeared simultaneously elsewhere than on the penis, the case might easily have been diagnosed as one of true reinfection. In my opinion a large percentage of the reported cases of reinfection are really of the nature of the case here presented. In scanning the literature of syphilis, it is to be noticed that the reported cases of reinfection diminish year by year, and yet our treatment of syphilis is continually improving, a paradox which supports the view just enunciated.
Dr. PERNET: Although the sore on the penis might at first sight look something like a primary sore, I do not consider the appearances of the tongue are those of a primary chancre. (March 16, 1916.) Diffuse Sclerodermia with Sclerodactylia. By J. L. BUNCH, M.D. THE patient, a woman, aged 50, has suffered fromn a gradually progressive sclerodermia for many years. The skin is now extensively involved and in many places has become hard, shiny, leathery to the touch, and rigid. In soine places it is pigmented. In the upper limbs especially the underlying muscles have become atrophic. The sweat secretion of the involved areas is greatly diminished. The fingers are bent, fixed and practically ankylosed. . There appears to be but little diminution of sensibility in the affected areas, and the occasional coexisting symptoms of cyanosis or quasi-Raynaud's disease (described by Chauffard and others) are not present in this case. I bring the case in order to ask for suggestions as to treatment, and in relation to the case Dr. Graham Little showed at the last meeting in which thyroid was implanted into the tibia of a patient suffering from sclerodermia with apparently excellent results so far as the sclerodermia was concerned. Should the same thing be done in this case ? The disease is spreading rapidly, and it only dates back fifteen months. The patient has been given thyroid by the mouth during the short time she has been under my care, but that does not appear to have led to any appreciable improvement. She has not yet had light treatment, as she has been under my care only a short time.
I propose to give her vapour baths, but I do not suppose they will arrest the disease.
